Implementation of handoff as part of TeamSTEPPS initiatives for improving shift-change communication is examined via qualitative analysis of on-site interviews and process observations in 8 critical access hospitals. Comparing implementation attributes and handoff performance across hospitals shows that the purpose of implementation did not differentiate between high and low performance, but facilitators and barriers did. Staff involvement and being part of the "big picture" were important facilitators to change management and buy-in.
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To address these issues, Team Strategies and Tools to Enhance Performance and Patient Safety (TeamSTEPPS) has been one of the most widely implemented national initiatives to improve quality, safety, and efficiency in health care. 2, 3 TeamSTEPPS provides a training curriculum and materials to integrate teamwork principles into health care delivery and to improve communication among health care professionals. It aims to eliminate potential barriers to quality and safety by developing skills that promote team situational awareness, clarify roles and responsibilities, resolve conflicts, and improve information sharing. 4 Adequate communication and exchange of information are considered crucial to safe health care delivery in that up to two-thirds of adverse events in hospitals are related to miscommunication. 5 In particular, information exchange between health care professionals during the transfer of responsibility for a patient is a fundamental and critical element of health care communication. 6 Nonetheless, handoff style, duration, and content are often 78 JOURNAL OF NURSING CARE QUALITY/JANUARY-MARCH 2017 highly variable in practice, making it challenging to convey consistent content and transmit vital patient information. 7 To that end, and as part of the National Patient Safety Goals, The Joint Commission calls on health care organizations to improve communication among the clinical staff by applying targeted tools and solutions. 8 TeamSTEPPS provides such handoff tools.
Defining handoff as the transfer of information (along with authority and responsibility) during transitions in care across the continuum, 9 TeamSTEPPS provides specific handoff tools and strategies to improve information exchange during transitions of care including shift changes and transfer of responsibility from one team of caregivers to another. Formalizing the handoff process provides care personnel the opportunity to exchange, clarify, and confirm patient information and involves patients and their families in the care process. 10 The literature on handoff implementation in health care is largely focused on large hospitals and academic medical centers. 6, [11] [12] [13] [14] Little has been reported about handoff implementation and practice in small and rural hospitals. In light of their limited infrastructure and resources, small and rural hospitals face pressing challenges in implementing and sustaining QI initiatives. 15, 16 This study examines shift-change handoff implementation in 8 critical access hospitals (CAHs) as part of their TeamSTEPPS initiative. This article contributes to the handoff literature by examining (1) what practices have been deployed by CAHs in implementing handoff; and (2) how the implementation attributes relate to handoff performance in CAHs. We analyzed data collected from on-site interviews and handoff process observations to address these research questions.
METHODS
This qualitative study primarily used 2 sources of data: (1) semistructured interviews with key informants, and (2) observations of the handoff process during shift change. Institutional review board approval was obtained for the study protocol.
Sample
The Iowa Rural Hospital FLEX Program of the Iowa Department of Public Health offered an annual 2-day TeamSTEPPS master trainer training to 14 rural CAHs in 2011 and 2012. As part of a larger study, we site-visited these 14 hospitals quarterly for 2 years. Included in the current analyses were 8 hospitals that had been implementing handoffs in their medicalsurgical units as part of TeamSTEPPS for at least 1 year.
Data collection
Site visits involving interviews and observations were conducted at each CAH by a highly experienced registered nurse Team-STEPPS coach from the research team. Data on implementation practices were collected using in-depth interviews with key informants (eg, chief nursing officers, quality directors, medical-surgical directors, and nurse managers) who provided a holistic view of the TeamSTEPPS change process in the context of QI projects implemented at their hospital. The content of the interview was developed from a review of the literature on handoffs and TeamSTEPPS implementation (see Supplemental Digital Content 1, available at: http://links.lww.com/JNCQ/A271, for the interview guide). The questions solicited the input of key informants on issues related to goals and objectives for handoff implementation, motivating factors, strategies, and methods that played a crucial role in the success of the implementation, and lessons learned from failed attempts to implement TeamSTEPPS. All interviews were recorded, transcribed, and anonymized by masking all hospital and interviewee identities prior to analysis.
To evaluate handoff performance, structured observations of the on-site handoff practices during shift change on medical-surgical units were conducted. Data were recorded on a form that identified time and location of the observation, outgoing and oncoming staff, and comments regarding 5 dimensions Copyright © 2017 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.
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of teamwork behaviors using a modified version of the teamwork behavior matrix 17 mapped on the Teamwork Evaluation of NonTechnical Skills (TENTS) tool. 18 The 5 dimensions were as follows: (1) establish and maintain team structure and climate, (2) plan for care, (3) communicate and make decisions, (4) manage workload and solve problems, and (5) resolve conflicts and improve team skills. Each dimension was scored on a scale from 0 to 3 (0 = expected but not observed; 1 = observed but poor; 2 = observed and acceptable; 3 = observed and good) to gauge the performance and quality of the handoff practices observed at the hospital. Scores on each dimension were summed to establish a total score out of a possible 15 for each hospital.
Coding process and analysis
The coding used a 3-step process following common approaches of qualitative analysis identified in the literature. 19, 20 The first coding step was inductive in nature and consisted of 4 coders independently reading through transcripts to identify instances when handoff implementation was discussed and to develop themes. 21, 22 The research team and coders met to discuss all identified themes, establish broad categories, and refine them into 4 major themes: (1) purpose of handoff implementation; (2) facilitators of handoff implementation; (3) barriers of handoff implementation; and (4) trajectory, which reflects the process of implementation and overall evaluation of the change. As a second step, the inductively developed template/scheme was applied deductively to code all the data in a uniform fashion (coders reread transcripts individually to extract quotes related to each of the identified themes). Each identified quote was then evaluated by each of the 4 coders for its thematic relevancy. Differences were reconciled in a group meeting until consensus was reached. For the third step, the research team analyzed quotes under each theme and identified subthemes.
Next, hospital performance on handoffs was evaluated on the basis of observation scores. Two groups of hospitals were identified: 3 high-performing hospitals with high observation scores (≥14 out of 15) on handoff observations, and 3 low-performing hospitals with low observation scores (≤6 out of 15) (see Supplemental Digital Content 2, Figure, available at: http://links.lww.com/ JNCQ/A272). As a final step, we compared qualitative themes in the 2 groups to examine differences in implementation purposes, facilitators, barriers, and trajectories. This process allowed the research team to identify specific implementation attributes that may have affected the performance and quality of the handoff practices in the sample hospitals.
RESULTS
Within-case and across-case analyses of the in-depth interviews with key informants revealed 4 themes: (1) purpose; (2) facilitators; (3) barriers; and (4) trajectory of handoff implementation. The following sections describe each of the themes and then summarize the results of the comparative analysis across high-and low-performing hospital groups.
Purpose of handoff implementation
Most hospitals shared a common set of purposes for the implementation of handoff at their hospital. The findings indicate 4 types of motives: (1) safety and quality concerns; (2) bottom-up motive based on efficiency concerns of the staff; (3) top-down motive based on performance concerns of the leadership; and (4) desire for patient and family engagement.
Six of the 8 hospitals indicated that the main purpose of adopting handoffs was to improve quality of care and patient safety. Some hospitals were experiencing loss of vital information related to patient care, particularly during group reports. To that end, the clinical staff valued the role of handoff in avoiding or minimizing this loss of information by following standardized procedures during shift change.
Another major motive for implementing shift-change handoffs was efficiency. Five of the 8 hospitals indicated that handoff implementation helped address nursing staff concerns calling for standardization of information and content, as well as improving communication and teamwork. Some nursing staff members reported distractions during shift change, discussing issues that were not pertinent to patient care. This, alongside other concerns (eg, quality and length of taped records), prompted hospitals to move away from taped report and toward face-toface handoffs.
We had a lot of requests from nursing staff. "I'm not getting this information. Can we standardize? Can we do something with report to make sure everybody's talking about these points?" Some people were more focused on vital signs and assessment, and they were missing the little bits of information.
A third motive to handoffs that was common to 5 of 8 hospitals was the push from leadership or administration. The desire to be progressive and to comply with nursing excellence team recommendations of communication improvements provoked the administration to push for handoff implementation. A couple of hospitals indicated that the implementation was prioritized on the basis of the recommendations of affiliate hospitals in their network or system.
Finally, half of the hospitals identified patient and family engagement as a reason for implementing bedside handoffs. Hospitals were interested in involving patients and their families in the care process to enhance satisfaction and ensure correct transfer of information. Hospitals saw in bedside handoffs the opportunity to improve Press Ganey patient satisfaction scores and Agency for Healthcare Research and Quality Hospital Survey of Patient Safety Culture (HSOPS) scores.
[Patients] want to be involved in their care. They want to know about their meds. They want to know that you're talking about how their pain pills work. I'm a real believer that if you have people that are involved, it's going to be so much more successful.
Facilitators of handoff implementation
A number of factors were believed to have influenced the decision and process of adopting handoffs practice. These factors reflect 4 facilitator dimensions: (1) local and institutional factors; (2) champion and team factors; (3) patient factors; and (4) technical factors.
All but one hospital identified at least 1 local or institutional factor that facilitated handoff implementation. The administration emphasized accountability and encouraged units by making handoff implementation a priority, setting expectations, and aligning it with hospital values and culture. Leadership support was vital for the process, and the clinical staff were particularly motivated by seeing senior management making rounds on the floor, offering help, and listening to staff feedback. Staff involvement in the process and discussion of obstacles helped ease many of the practical difficulties that could accompany the change in handoff procedures.
Buy-in was generated by not only telling the staff that they were going to be doing it but also selling them on why it was important that they do it. For instance, many leaders focused on maintaining a positive relationship with all stakeholders, discussed the importance of handoffs in improving patient safety over many months, and worked with the staff to help them understand the evidence basis for TeamSTEPPS material. The staff were reminded of adverse events due to miscommunication to establish the reason for implementing handoffs. In addition, the use of local and external examples of success helped nourish a culture of cooperation: "You have to sell the 'why'. If you expect something from somebody and they understand the 'why,' you get better results."
Half of the hospitals in the sample discussed champion-or team-related factors. Key informants stressed the importance of training as a strong facilitator for handoff implementation. Training sessions were largely driven by the nursing excellence team, which would develop presentations for the staff about handoff communication and its benefits. Identifying champions/coaches who were interested in handoffs helped promote the tool among nurses by serving as role models on the floor. Some hospitals signaled the importance Copyright © 2017 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.
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of recognizing good work in front of others and rewarding the staff for correct implementation.
Three hospitals discussed technical factors. These hospitals benefited from media that reinforced the TeamSTEPPS tools for the staff by using different resources such as badge cards, pocket cards, checklists, color-coded "cheat sheets," communication boards in patient rooms, weekly e-mails, among others. Interestingly, 2 hospitals collaborated with academic institutions to help develop such materials and to identify successful initiatives based on the literature.
I think you have to give information in multiple ways. I think it's a good balance of giving information that they need to be successful, but also have a resource . . . . As much as the information is important, it's where to go.
Only one hospital mentioned factors related to patients. The hospital administration perceived a vital role for patients and involved them in the process. However, some staff members expressed concern that patients might be alarmed if too many people came into the room at shift change for the bedside handoff. Acknowledging such concerns, the hospital developed patient educational materials and brochures on bedside handoff that patients received upon admission.
Barriers to handoff implementation
In contrast to facilitators, barriers were identified that served as factors thought to hinder the decision to implement handoffs. These factors were framed along the same 4 dimensions as those of facilitators discussed earlier.
All but one hospital indicated at least 1 local or institutional factor that served as a barrier to handoffs in their hospital. Despite the role of accountability measures (eg, the use of checklists) as a facilitator, in some hospitals, such measures were used as a punitive means, resulting in negative consequences. Another barrier was the challenge of getting senior leadership to support the initiative in terms of assurance, time, and monetary resources. While the middle management were reluctant to push initiatives that lacked buy-in from the staff on the unit or senior management, not having handoffs as a priority meant the initiative was pushed to the background of competing agendas. Among the other institutional barriers mentioned at a few hospitals were changes in management and leadership, staff turnover, conflicting time management and commitments, lack of champions/coaches, and absence of a framework for giving and receiving feedback.
Seven of the 8 hospitals experienced at least 1 barrier in relation to the clinical staff. Resistance to change particularly among the veteran staff was the most frequently cited barrier. Some nurses were afraid of change, and others felt there were too many changes being implemented. Relationships with physicians and ensuring their buy-in were a challenge along with maintaining staff enthusiasm and addressing complacency. In addition, handoffs are particularly challenging to implement in an environment that is prone to irregular shift schedules and staff personal agendas after work.
We have a lot of nurses who haven't been here for more than 5 years. It's really hard for them to stand up to someone that's been here longer and say, 'You know what? That's really not acceptable. This is how we're supposed to do it. ' Three hospitals referred to technical barriers related to lack of financial support and resources such as the lack of electronic health records and extra hours of training. In addition, a few hospitals faced patient-related challenges specifically pertaining to patient confidentiality in the absence of private rooms or fear of loss of patient trust and confidence.
Trajectory of handoff implementation
The last theme explores the trajectory of handoff implementation in the 8 hospitals encompassing the overall change process, progress of tool implementation, and outcomes including a summary of user (clinical staff and patients) impressions.
In terms of handoff implementation procedure, hospitals either followed an informal 82 JOURNAL OF NURSING CARE QUALITY/JANUARY-MARCH 2017 route with little to no action plans or adopted a more formal approach in which they established improvement teams to assess areas that needed attention. Some improvement teams developed action plans such as the "good catch" program that encouraged and rewarded nurses for catching near-misses. Some hospitals established small groups to check progress and improvements that needed to be introduced to the process. One critical element is that materials were allowed to evolve over time based on staff needs and comments, and adjustments were introduced promptly as feedback was received from the staff.
The staff were involved in the evaluation process that took various forms in different hospitals ranging from handoff observations/ audits, videotaping, and subsequent critique to group meetings and discussion of successful initiatives and areas of improvement. More formal evaluations tracked changes in quality through various matrices, scorecards, and formal survey processes and reports (eg, Press Ganey reports or Hospital Consumer Assessment of Healthcare Providers and Systems) that were shared with the staff. The important element was having a culture of open exchange between the staff and administration, which increased staff interest in handoffs despite their role in slowing the actual implementation.
Only a couple of hospitals discussed the outcomes or end points of handoff implementation. Nevertheless, 2 hospitals did indicate that their scores on Patient Safety Culture surveys had improved. In terms of users' perceptions, some hospitals indicated that handoffs have become engrained in their system and the clinical staff are appreciative of its role and benefits. Similarly, patients and families praised the change and commented on how much they valued bedside handover and their involvement in the care process.
Implementation attributes and handoff performance
As shown in the Table, several clear patterns were revealed by the comparative analysis of the low-and high-performing hospitals on the 4 themes. First, in terms of purpose, all 3 high-performing hospitals and 2 of the 3 low-performing hospitals indicated improvement in quality and patient safety as one of the main purposes of implementing handoffs. From a quantitative standpoint, both low-and high-performing hospitals showed comparable emphasis on the purpose of implementing handoffs (13 vs 19 quotes) .
In terms of facilitation, high-performing hospitals showed emphasis on strategic leadership support and staff buy-in. Furthermore, these hospitals showed aspiration for research and literature on the topic, as well as learning from the experiences of other hospitals that implemented handoffs. On the contrary, low-performing hospitals focused on implementation aspects related to training, electing coaches, and technical aspects.
Hospitals in both groups faced a number of barriers to handoff implementation, in some instances, very similar barriers. Both groups cited resistance to change and lack of physician support as team barriers. Also, hospitals in both groups indicated that patient confidentiality and fear of discussing medical or pertinent psychosocial/family issues in front of patients were potential barriers. Moreover, hospitals cited technical barriers in relation to lack of time and resources. Yet, the main difference between the 2 groups lies in the local and institutional factors. High-performing hospitals appeared to be transparent from the beginning about potential barriers and the need to discuss those barriers with the staff. On the contrary, low-performing hospitals showed little leadership support, lack of staff buy-in, and a high rate of turnover. Quantitatively, high-performing hospitals mentioned quotes related to facilitators 54 times as opposed to 28 among low-performing hospitals. In contrast, low-performing hospitals emphasized more barriers (55 quotes) than highperforming hospitals (28 quotes).
In terms of trajectory, no major differences in approach between low-and highperforming hospitals emerged. Hospitals from both groups allowed material and procedures Positive feedback from patients (1) a The number of hospitals discussing each of the indicated elements is shown in parenthesis.
to evolve over time based on staff needs and feedback, and both followed some sort of evaluation strategy to monitor progress and changes in quality.
DISCUSSION
The significance of standardized handoff process is well established in the literature, particularly in relation to reducing undesired consequences of poor communication and variable procedures. Yet, the majority of handoff empirical studies are limited to single-case evaluations that are focused on large hospitals or health care systems. [11] [12] [13] [14] Furthermore, a recent systematic review of the nursing handoff literature showed a dearth of evidence on system factors and human performance related to best handoff practices. 13 This article contributes to the literature by combining qualitative evidence with an on-site process assessment to identify implementation attributes that are related to low and high performance in handoff practices among CAHs.
Comparing implementation attributes and hospital performance on handoff indicates that the purpose of implementation did not differentiate between high and low performance, but facilitators and barriers did. In particular, the qualitative analysis identified a number of facilitators and barriers to effective handoff implementation in CAHs. Local and institutional factors were the primary significant subthemes that captured the majority of facilitators and barriers identified by the key informants. In particular, leadership support and alignment of handoffs with the strategic vision of the hospital seemed to be associated with the success of handoff implementation and performance. Surprisingly, those 2 factors were not as highly ranked in the handoff literature that discussed strategies or barriers for implementation. 13, 23 However, this finding may be explained in light of evidence that leadership support for quality and patient safety initiatives is of particular importance in small hospitals where the "economic burden of safety programs is disproportionately large Copyright © 2017 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.
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and formal leadership is closer to the front lines." 24(p607) Staff involvement and being part of the "big picture" were also important facilitators to change management and to generating buyin by explaining the reasons and significance of handoffs. This is consistent with literature indicating that staff involvement in QI strategies promotes positive attitudes and better understanding of the change among the clinical staff. 25 Indeed, this factor goes hand in hand with leadership support and the central role of senior management in the process of change, as it develops trust and confidence in both leadership and the change itself. 26 A third observation from this study relates to the limited evaluation and outcome assessment approaches, 2 areas that are of vital importance for sustainability of any QI project. This may be attributed to the lack of experience of some CAHs in developing internal metrics and SMART goals. 15 Appropriate techniques to identify problems, create solutions, and evaluate long-term effects are central elements for the success and sustainability of any QI intervention, including handoffs. 27 The findings from this study may not necessarily generalize to other handoff implementation venues with different organizational structures and characteristics (eg, large medical centers). This limitation notwithstanding, the findings from this study provide a guiding framework for small and rural hospitals interested in learning from experiences of other similar hospitals that have implemented handoff. In particular, this study provides a unique strength in aligning the internal qualitative perspective of hospital key informants with an independent external assessment of clinical staff performance during handoff. An additional strength is the opportunity to examine approaches across 8 CAHs that chose to change their approach to shift-change handoff after having participated in TeamSTEPPS initiatives.
